
Social Security

Applicant Last Name First Name Initial

Mailing Address

City State Zip

County Phone Number

Date of Birth month day year Sex

Medicare effective dates:  Medicare effective dates:

Medicare Claim Number (refer to your Medicare card)

Medicare Supplement Plan desired      Plan E       Plan J

Please read the statements and answer the questions below.
A. You do not need more than one Medicare supplement contract.
B. If you purchase this coverage, you may want to evaluate your existing health coverage and decide if you need multiple coverages.
C. If you are 65 or older, you may be eligible for benefits under Medicaid and may not need a Medicare supplement contract.
D. The benefits and premiums under your Medicare supplement contract can be suspended if requested during your entitlement to benefits

under Medicaid for 24 months. You must request this suspension within 90 days of becoming eligible for Medicaid. If you are no longer
entitled to Medicaid, your contract will be reinstituted if requested within 90 days of losing Medicaid eligibility.

E. Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement coverage and
concerning medical assistance through the state Medicaid program, including benefits as a “Qualified Medicare Beneficiary” (QMB) and a
“Specified Low-Income Medicare Beneficiary” (SLMB).

To the best of your knowledge,
1. Do you have another Medicare supplement policy or certificate in force? Applicant Yes No Spouse Yes No

a) If so, with which company? _____________________________________________________________________________________
b) If so, do you intend to replace your current Medicare supplemental policy with this coverage?

Applicant Yes No Spouse Yes No
(If you do not intend to replace all other Medicare supplement coverage, you are not eligible to apply for this program.)

2. Do you have any other health insurance coverage that provides benefits similar to this Medicare supplement coverage?
Applicant Yes No Spouse Yes No
a) If so, with which company? _____________________________________________________________________________________
b) What kind of policy? __________________________________________________________________________________________

3. Are you covered for medical assistance through the state Medicaid program:
a) As a “Specified Low-income Medicare Beneficiary” (SLMB)? Applicant Yes No Spouse Yes No
b) As a “Qualified Medicare Beneficiary” (QMB)? Applicant Yes No Spouse Yes No
c) For other Medicaid medical benefits? Applicant Yes No Spouse Yes No

(If you are covered by Medicaid, you are not eligible to apply for this program.)
4. Did you receive a copy of the Outline of Coverage? Yes No
5. Would you like to receive a copy of the “Guide to Health Insurance for People with Medicare”? Yes No

I hereby apply for the Premera Blue Cross Group Medicare Supplement Plan, and agree to the terms of the contract offered. I understand
that I must meet the applicable eligibility requirements, and apply within the time limits,that are shown on the back of this form. I hereby
authorize the Social Security Administration to furnish to Premera Blue Cross medical or other information acquired by it under the Medicare
Program to the extent necessary to process any claim under the contract in effect with Premera Blue Cross. This authorization is in effect for
the duration of my coverage with Premera Blue Cross. I certify that the foregoing statements and answers are true, and I understand that all
rights to payment of medical claims by Premera Blue Cross are void if any statement made by me herein is found to be false or incomplete.

x x
Applicant Signature Date Spouse Signature Date

65-8216(4-2002) 

Number    -   -    

( )

Male Female

month day year month day year

Part A Part B

Social Security

Spouse Last Name First Name Initial

Mailing Address

City State Zip

County Phone Number

Date of Birth month day year Sex

Medicare effective dates:   Medicare effective dates:

Medicare Claim Number (refer to your Medicare card)

Number    -   -    

( )

Male Female

month day year month day year

Part A Part B

An Independent Licensee of the Blue Cross Blue Shield Association
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	Wa State HCA: Washington State Health Care Authority
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